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AMOUNT, DURATION, AND SCOPE OF MEDICAL 

AND REMEDIALCARE AND SERVICES PROVIDEDTO THE CATEGORICALLY NEEDY 


b. Optometrists= services. 

[X] 	 Provided: 9 No limitations [X] With limitations* 

Not provided. 

c. Chiropractors= services. 

[ 3 Provided: 9 No limitations [ 3 With limitations* 

[X] Not provided. 

d. Other practitioners= services. 

Provided: Identified on attached sheet with description of limitations, if any. 

9 Not provided. 

7. Home health services. 

a. 	 Intermittent or part-time nursing services provided by a home health agency or by a 
registered nurse when no home health agency exists in the area. 

Provided: 9 N o  limitations :With limitations* 

b. Home health aide services provided by a home health agency. 

Provided: 9 N o  limitations :With limitations* 

c. Medical supplies, equipment, and appliances suitable for use in the home. 

9 N o  limitations :With limitations* 

*Description provided on attachment. 
TN No. 03-17 Supersedes MS 02-30 Approval Dateeffective Date 07/01/03 



Substitute per email dated 06/26/03. 

. 
KANSAS MEDICAID STATE PLAN 

Attachment 3.1-A 
#6.b. 

Optometric Services Limitations 

1. Optometric examinations are limited to one complete exam every four years. 

2. Two partial exams per month are covered for the treatment of medical conditions. 

3. Post-cataract surgery exams are covered, as needed, up to one year following the surgery. 

4. Vision therapy isnoncovered 

5. Medical care by optometrists is covered accordingto Kansas licensurelimits. 

6. Includes one pair of eyeglasses every four years. 

#03- 17 Approval te 07-1 1-03 effective Date 07/01/03 Supersedes TN # 02-300 



